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 Y 000 Initial Comments  Y 000

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigations, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state, or local laws.

This Statement of Deficiencies was generated as 

a result of  an annual State Licensure survey 

conducted in your facility on 1/6/11.  This State 

Licensure survey was conducted by the authority 

of NRS 449.150, Powers of the Health Division.  

The facility received a grade of B.

 

The facility is licensed for four Residential Facility 

for Group beds which provide care to elderly or 

disabled persons and/or persons with Alzheimer's 

disease, Category II residents.  The census at the 

time of the survey was four. Four resident files 

were reviewed and three employee files were 

reviewed.  One discharged resident file was 

reviewed. 

The following deficiencies were identified:

 Y 053

SS=E
449.194(4) Administrator's 

Responsibilities-Complete Rec

NAC 449.194

The administrator of a residential facility shall:

4. Ensure that the records of the facility are 

complete and accurate.

This Regulation  is not met as evidenced by:

 Y 053

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 Y 053Continued From page 1 Y 053

Based on record review, observation and 

interview on 1/6/10, the administrator failed to 

keep the records of the facility complete and 

accurate. (Admission documents including 

information about the date of admission, next of 

kin and legal guardian contact information and 

completed resident contracts were not available 

in the files of resident #4 and Resident #5).

Severity:  2  Scope:  3

 Y 070

SS=E
449.196(1)(f) Qualifications of Caregiver-8 hours 

training

NAC 449.196

1. A caregiver of a residential  

facility must:

(f) Receive annually not less than 8  

hours of training related to providing  

for the needs of the residents of a  

residential facility.

This STANDARD  is not met as evidenced by:

 Y 070

Based on record review on 1/6/10, the facility 

failed to ensure that 2 of 3 caregivers received 

eight hours of annual training (Employee #2, #3).

This is a repeat deficiency from the survey on 

1/13/10

Severity:  2  Scope:  3

 Y 223

SS=F
449.213(3) Laundry-Linen - Equipment, Venting

NAC 449.213

3. The laundry room in a residential facility must 

be situated in an area which is separate from an 

area where food is stored, prepared or served.  

 Y 223

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 Y 223Continued From page 2 Y 223

The laundry must be adequate in size for the 

needs of the facility and maintained in a sanitary 

manner.  The laundry room must contain at least 

one washer and at least one dryer.  All the 

equipment must be kept in good repair.  All 

dryers must be ventilated to outside the building.  

If a washer or dryer is located outside the 

residential facility, the washer or dryer must be in 

a room or enclosure.

This Regulation  is not met as evidenced by:

Based on interview and observation on 1/6/11, 

the facility failed to ensure 1 of 1 dryers was 

vented to the outside of the building.  The dryer 

was missing the ventilation duct.

Severity: 1 Scope: 3

 Y 876

SS=D
449.2742(4) Medication Administration NRS 

449.037

NAC 449.2742

4. Except as otherwise provided in this 

subsection, a caregiver shall assist in the 

administration of medication to a resident if the 

resident needs the caregiver's assistance.  A 

caregiver may assist the ultimate user of 

controlled substances or dangerous drugs only if 

the conditions prescribed in subsection 6 of NRS 

449.037 are met.

This Regulation  is not met as evidenced by:

 Y 876

Based on record review on 1/6/10, the facility 

failed to ensure that an ultimate user agreement 

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 Y 876Continued From page 3 Y 876

was obtained for 1 of 4 residents.

Severity:  1  Scope:  2

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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